Vimhans

REGISTRATION & IDENTIFICATION DATA

TO BE FILLED IN BLOCK LETTERS

Patient’s Name
: _______________________________________________

Age


: _______________________ Sex : ___________________

Father’s/Husband’s
:________________________________________________

Name

Email Id                       :_______________________________________________
Address (Full)

: _______________________________________________




  _______________________________________________

Tel. No. (Office)
: _______________________________________________

Tel. No. (Residence)
: _______________________________________________

Consultant/Professional: Dr. S.M.TULI    Department: ORTHOPAEDICS
Preferred Date &

Time For Your 
Appointment:                 _____________________________________________

Family Income

: _______________________________________________

(Per annum)

In case of dependent

patients income may 

reflect that of 

principal earning member

(TO BE FILLED BY HOSPITAL STAFF)
Provisional Reg. No.
: _____________________ Date : ____________________

Time


: _______________________________________________

Referred by

: _______________________________________________

Address & Tel. No.
: _______________________________________________

(of the person who

referred you to this

hospital)

: _______________________________________________

Initial of Registration Staff ___________________________________________


O P D Regn.-1
